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is the only possibility, although potential differences 
to diseased human arteries must be borne in mind. 
The model of a dilating aorta was used since we 
reasoned this to be the most probable situation after 
treatment ofAAAs. The basis for this assumption was 
(1) the healthy aorta dilates with age, 1 (2) patients with 
AAAs might have a generalising dilating diathesis, 2 
(3) in patients with AAAs treated with open surgery 
it is well known that some develop new aneurysms 
proximal to the proximal anastomosis, (4)the proximal 
neck in endovascularly treated AAAs has been shown 
to increase significantly in size after 12 months follow- 
up. 3 Thus we feel the model justified although the 
amount of dilation (~ 60%) might be larger than en- 
countered inmany patients, at least in a limited period 
of time. 
From the presented data it seems reasonable todraw 
the conclusion that self-expandable st nts can conform 
to the dilating aorta without detachment, in contrast 
to balloon-expandable. This is probably also de- 
pendent on the integration of the wires in the wall 
and the amount of fibrosis encountered. Pseudointima 
has been shown to form quite rapidly over the wire 
surface in both types of stents investigated (Malina, 
unpublished observations). However, this might be 
different for different wire materials. Further, the be- 
haviour of distensible or stiff stents in response to 
the pulsatile movements affects the vessel wall with 
different ypes of stresses which might change the 
vascular biological response. The increase in radial 
force due to the overdistention of the aortic wall at 
deployment of the stents might affect he media with 
a thinning of the wall (Malina, unpublished ata). In 
a dilating artery this force will change specifically to 
the type of stent deployed, i.e. the increased radial force 
diminish to a higher extent in the stiff as compared to 
the self-expandable stent. Whether this is important is
unknown. However, in one of our cases with a stent 
placed in the distal aortic arch, an erosion of the wall 
in the upper end of the stent caused a fatal bleeding. 
Lastly the problem with material failure in the stents 
has to be addressed. The thin wires in the proximal 
stents are affected by repetitive forces uch as pulsatile 
diameter changes and shear stress as well as traction 
forces occurring more than 30 million times per year. 
Thus material failure might also become a problem 
and indeed graft displacement due to fracture of hooks 
has been found (unpublished observations). These are 
important questions waiting to be answered and must 
be addressed in an experimental model. Unfortunately 
the responses can differ as compared to humans with 
diseased arteries. In summary, our study on the Giant- 
urco and Palmaz stents in the dilating aorta gives hints 
but not full answers to which stent is to be preferred. 
However, the results must be interpreted with caution 
since the study was performed in an animal model. 
P. Mangell 
Lund, Sweden 
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False Aneurysm of the Thyrocervical Trunk 
Sir, 
I read with interest he article by Abrokwah et al. 1 
regarding their approach to a patient with an iatrogenic 
false aneurysm of the thyrocervical trunk caused by 
attempted cannulation of the right subclavian vein. 
My colleagues and ! have previously reported a similar 
case and its management 2 and the two considered 
together highlight a number of points worthy of dis- 
cussion. 
The false aneurysm that we treated was again iatro- 
genic in aetiology, following cannulation of the right 
internal jugular vein. Ultimately it transpired that the 
lesion was fed by defects in both the thyrocervical 
trunk and the common carotid artery. The physician 
who had placed the central venous line had made 
multiple passes in order to cannulate the internal 
jugular vein successfully. As a means of preoperative 
assessment, we found duplex ultrasound and angio- 
graphy to be complementary. Did Abrokwah and col- 
leagues perform a colour-flow ultrasound scan first or 
did they proceed direct to digital subtraction angio- 
graphy? The surgical technique they used (the so- 
called "smash-and-grab" technique) is certainly effect- 
ive in simple false aneurysms and proved so in their 
experience here. However, since it is common practice 
to cannulate arteries first by passing through the an- 
terior and posterior walls (either intentionally, or ac- 
cidentally in the case of small or diseased arteries) it 
is likely that their technique would be inadequate for 
controlling complex false aneurysms fed by multiple 
arterial defects. Therefore, some caution should be 
exercised when recommending this technique. 
There is undoubtedly a place for the use of covered 
stents in the treatment of false aneurysms affecting 
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vessels that are relatively inaccessible, without re- 
sorting to major surgery. However, in the case of a 
false aneurysm of the thyrocervical trunk, would coil 
embolisation ot be a more appropriate method for 
percutaneous endovascular control? 
Finally, the authors suggest hat the residual haem- 
atoma in a false aneurysm would not be resorbed after 
stent control. What evidence do they have for this 
statement as haematomas elsewhere that are not evac- 
uated usually resorb? 
R.T.A. Chalmers 
Ashford, U.K. 
patients. The two patient groups were properly ran- 
domised. Unfortunately no double blind ran- 
domisation was performed. We think that without 
blinding no valid conclusions can be made. 
The only positive outcome was that heparinised 
patients sustained less myocardial infarctions. How- 
ever, no multivariate analysis was performed. 
We would be honoured if the authors could com- 
ment on these methodological remarks. 
A.C. Vahl and A.J.C. Mackaay 
Amsterdam, The Netherlands 
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Heparin During Aneurysm Repair 
Sir, 
Thompson et al. investigated the effects of hep- 
arinisation during aortic aneurysma surgery in a multi- 
centre trial (Eur J Vasc Endovasc Surg 1996; 12: 86-90). 
This study is important because it investigates a sig- 
nificant detail in the operative management of these 
Authors' Reply 
I thank Drs. Vahl and Mackaay for their comments. 
Participants in this trial were unenthusiastic about 
double blinding in case, during a lengthy or complex 
procedure, a second ose of heparin were to be needed. 
To say that the only positive outcome was the de- 
creased myocardial infarct rate is a little harsh, as the 
blood loss data are the primary outcome. We were 
interested to find that heparin did not cause excess 
bleeding and that, conversely, heparin was not needed 
to protect he runoff. 
The lack of stratification for cardiac risk factors is, 
as described in the article, frustrating, but the study 
was not designed to examine this question. All we can 
say is that the numbers were large enough to minimise 
bias and that further work is required. 
J.F. Thompson 
Exeter, U.K. 
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